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EDITORIAL COMMENT
I. Cardiac Catheterization Before
Aortic Valve Replacement in
Patients With Aortic Stenosis
ROBERT C. SCHLANT, MD, FACC
Atlanta. Georgia
Parisi and Folland (1) reviewed the preoperative evaluation
of patients with aortic stenosis by several noninvasive tech-
niques and concluded that cardiac catheterization remains
the standard method of assessing the severity of aortic ste-
nosis and should be performed routinely before aortic valve
replacement. Their conclusion emphasizes the need for the
further development of safe, economical, noninvasive tech-
niques. I concur with the authors' general conclusions as
applied to most patients before they undergo aortic valve
replacement, particularly in those patients with chest pain
who usually require coronary arteriography. It is, however,
appropriate to recognize several problems associated with
this approach.
First. cardiac catheterization requires expensive cardiac
investigative facilities and in many countries such resources
and facilities are necessarily limited. St. John Sutton et al.
(2) indicated that a very careful clinical approach with non-
invasive studies including echocardiography can often, but
not always, produce a satisfactory diagnosis before replace-
ment of a native or a prosthetic mitral or aortic valve.
Second, there is a need for reliable techniques for the
long-term follow-up of many patients. One specific clinical
problem that is becoming more and more important in our
aging population is the long-term evaluation and manage-
ment of patients with a basal spindle-shaped murmur com-
patible with aortic stenosis. Some of these elderly patients
will develop severe aortic stenosis owing to fibrocalcific
changes in the three aortic valve leaflets (M6nckeberg' s
stenosis). In fact, it is possible that this will develop in all
of us if we live long enough. In most patients, careful
evaluation and serial follow-up by history, physical ex-
amination, electrocardiography, chest roentgenography,
cardiac fluoroscopy and echocardiography are satisfactory.
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Routine serial cardiac catheterization in these cases may be
both expensive and unnecessary. On the other hand, we
have seen a number of middle-aged or elderly patients in
whom we have documented by repeat cardiac catheterization
the progression from mild to severe aortic stenosis over a
period of only a few years. In these patients, the noninvasive
techniques available at that time were not sufficiently ac-
curate to determine whether critical stenosis was present,
although there were other subtle clinical clues to the pro-
gressive aortic stenosis. We also have had other patients
with aortic stenosis who developed severe and persistent
pulmonary edema and for whom we recommended emer-
gency aortic valve replacement without cardiac catheterization.
As Parisi and Folland note, there is a risk ofproducing
arterial embolization of bits of calcium from the diseased
aortic valve during retrograde cardiac catheterization. From
the appearance of many of these valves at surgery or at
postmortem examination, it is amazing that such emboli-
zation is not clinically apparent more often, particularly
during excessively prolonged attempts to cross a severely
calcified and deformed valve. Parisi and Folland properly
emphasize that this risk can be averted by performing trans-
septal left heart catheterization; however, it is my impression
that this procedure at present is performed with a frequency
sufficient to make it a safe and efficient procedure in only
a minority of cardiac catheterization laboratories in the United
States. Furthermore, patients with aortic stenosis often have
a left atrium of normal size in association with a dilated
ascending aorta, both of which make this procedure more
difficult for the less experienced operator to perform safely.
Continued technologic developments should soon pro-
vide safe. dependable and economical noninvasive methods
that can be used to determine the severity of aortic valve
stenosis and left ventricular function on a repeated basis.
For those patients with associated chest pain, however, one
would still want to have as precise as possible an evaluation
of the coronary anatomy and physiology. It is appropriate
to emphasize the obvious fact that the clinical value of any
diagnostic test ultimately must be determined locally by
physicians studying patients as they are seen in their own
environment rather than relying on the initial reports and
studies of the new diagnostic test, which is often performed
by experts on limited and biased samples of patients.
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